INTRODUCTION
https://doi.org/10.3349/ymj.2018.59. 5.580 CSS and systematic progression-free survival (PFS) after RP in node-positive PCa. 8 ADT benefits patients with biochemical recurrence (BCR) or non-metastatic PCa recurrence after local treatment, especially in high-risk PCa patients. 9 While early ADT delays biochemical and clinical disease progression, 10 however, the optimal prostate-specific antigen (PSA) levels for initiation of ADT as a salvage treatment for BCR are not well defined.
In this retrospective study, we evaluated the impact of early salvage ADT (sADT) initiated in the presence of increasing PSA levels that did not yet meet the clinically-defined criteria for BCR. Our goal was to determine the optimal timing of ADT as a salvage treatment for BCR after RP to improve outcomes for these patients.
MATERIALS AND METHODS

Study population
After Institutional Review Board approval (4-2017-1206), we retrospectively reviewed medical records of 484 node-negative PCa (T1-T4, N0, and M0) patients who received sADT after RP, performed at Yonsei University Health System, from 1995 to 2014. Patients with clinical distant metastasis or lymph node metastasis observed by lymph node dissection, and those who received neo-adjuvant therapy were excluded from the study. Salvage treatment was defined as ADT or radiotherapy initiated following rising PSA levels after RP. We considered ADT or radiotherapy administered in the absence of rising PSA levels after RP as adjuvant therapy, and excluded these patients from our analysis. The type and timing of sADT administered following observation of rising PSA levels were determined by discretion of physicians. Clinical and pathologic variables assessed for this study included age, body mass index (BMI), PSA level, risk classification, type of sADT, PSA doubling time, and pathologic outcomes.
D'Amico risk classification for PCa was performed. 11 PSA doubling time was calculated, based on PSA levels at the commencement of sADT, compared to the last PSA level recorded prior to sADT. Data regarding mortality and cause of death were obtained from the Yonsei Cancer Registry Center database at Severance Hospital. TNM stage was determined according to the American Joint Committee on Cancer, 8th edition. 
Statistical analyses
We divided patients into two groups based on PSA level at the initiation of sADT. Group A (early sADT) included patients administered sADT when PSA levels rose consecutively two or more times without meeting the clinical definition of BCR. BCR was defined as two consecutive increases in PSA levels >0.2 ng/mL after RP. 13 Group B (delayed sADT) included patients administered sADT after standard BCR criteria were reached. Propensity score matching was performed to adjust for confounders (preoperative PSA level, pathologic T stage (pT), and pathologic Gleason score after RP). We compared clinical and pathologic parameters of each group before and after propensity score matching using Student-T tests and chi-square tests. Age, surgical margin status, type of ADT, and other parameters were compared in each group.
Kaplan-Meier survival analyses were performed to compare disease progression-free survival (DPFS), distant metastasisfree survival (DMFS), and CSS between treatment groups. Subgroups included patients divided by risk classification (low/ intermediate vs. high-risk), Gleason score (<8 vs. ≥8), and T stage [organ confined (pT2) vs. non-organ confined (pT3 or 4)]. Disease progression was defined as any progression of disease confirmed by radiologic evaluations, and distant metastasis was defined as metastasis to bone, non-regional lymph nodes or other sites. Cancer-specific mortality (CSM) was defined as death caused by PCa or PCa-related complications. Univariable and multivariable Cox regression analyses were performed to identify associations between clinical parameters and survival outcomes. All statistical analyses were performed using SPSS Statistics software version 23.0 (IBM Corp., Armonk, NY, USA).
RESULTS
A total of 484 node-negative PCa patients who received sADT were evaluated for this study, and their characteristics are summarized in Table 1 . Of these patients, 190 received early sADT, while 294 received delayed sADT. Median follow-up duration was 82 months. Significantly more patients with delayed sADT had high-risk PCa (45.3% vs. 64.3%, p<0.001) and higher PSA levels preoperatively (8.3 ng/mL vs. 11.8 ng/mL, p<0.001) Propensity score matching was used to adjust for confounding variables, resulting in 169 patients being assigned to two treatment groups (Groups A and B) based on PSA levels at the time of sADT. Basic characteristics of these two groups are displayed in Table 2 . No statistical differences were observed in age, BMI, risk classification, and surgical margin status between groups. The median PSA level at the initiation of sADT was 0.12 ng/mL in group A and 0.42 ng/mL in group B (p=0.010). The majority of patients in both groups underwent similar treatment regimens which comprised of sADT with luteinizing hormone-releasing hormone (LHRH) agonist with or without anti-androgens (Group A 87.0%, Group B 83.4%). Salvage radiotherapy was performed more frequently in group B than in group A (15.4% vs. 35.5%, p<0.001). After sADT, group A demonstrated a significantly slower rate of PSA increase to levels above 0.2 ng/mL than did group B (26.8% vs. 57.1%, p<0.001). During the follow-up period, there were 17 cases of disease progression in group A and 49 cases in group B. Distant metastasis was reported in four cases in group A and 24 cases in group B. A total of 11 deaths from PCa were recorded. There was one death from PCa in group A and 10 deaths in group B.
Kaplan-Meier analyses revealed that group A had a significantly more favorable DPFS than group B, with 7-year DPFS rates of 87.3% and 73.3% (p=0.001), respectively, as shown in Fig. 1 . Group A also demonstrated a significantly higher 7-year DMFS than group B (96.1% vs. 88.7%, p=0.001) as displayed in Fig. 2 . The 7-year CSS rates of groups A and B were not significantly different (98.9% vs. 96.3%, p=0.071) (Fig. 3) ; however, group A experienced fewer mortalities. In a subgroup analysis of patients with non-organ confined PCa, the early sADT group showed statistically favorable CSS compared to those receiving delayed sADT (p=0.042), as shown in Fig. 4 . This was not observed in other subgroups.
Univariable and multivariable Cox regression analyses revealed several factors that were significantly associated with DPFS (Table 3 
DISCUSSION
Current NCCN
® guidelines recommend ADT for the treatment of advanced PCa. 4 Immediate ADT has demonstrated benefits for patients with metastatic PCa in OS or CSS, 14 as well as those with node-positive PCa following RP with pelvic lymph node dissection. 6, 15 In contrast, however, a population-based cohort study demonstrated that primary ADT is not associated with improved survival among men with localized PCa. 7 Current guidelines do not recommend ADT for PCa without local definitive treatment. 4 The utility of ADT after local definitive treatment of clinically localized PCa remains unresolved in the current literature. A study performed by Siddiqui, et al. 8 suggests that adjuvant ADT improves CSS and systemic PFS after RP in node-negative PCa. The benefits of ADT, however, are lost when treatment is initiated after BCR or systemic progression. In a study involving 2096 PCa patients, Garcia-Albeniz, et al. 16 suggest that ADT initiated within three months after PSA-only relapse results in similar survival to that observed with deferred ADT (initiated within three months after clinical progression). Furthermore, Duchesne, et al. 17 report that immediate ADT improves OS and time to clinical progression for PCa patients after BCR following cu- rative therapy in a randomized trial (TOAD trial). In yet another study, sADT for BCR following treatment for localized PCa was not associated with all-cause mortality or CSM; however, it was observed in a subgroup analysis that men with rapidly progressing disease have decreased all-cause mortality and CSM with sADT. 18 Finally, in a recently published systematic review, van den Bergh, et al. 9 suggest that early systemic hormonal therapy for non-metastatic recurrence should be reserved for those patients with the highest risk of disease progression, defined by short PSA doubling time or high Gleason score. Clearly, these incongruous findings confound opportunities to optimize PCa therapy for patients with recurrent disease.
Similarly, previously published studies, that seek to identify the ideal time to initiate sADT for BCR following RP, remain controversial. Based on a study of 1352 PCa patients who underwent RP, Moul, et al. 19 concluded that initiation of ADT in patients with PSA levels <5 ng/mL for treatment of "PSA-only recurrence" can delay clinical metastasis, and suggested that early ADT is associated with delayed clinical metastases in patients with high-risk cases, including those with a Gleason score of greater than 7 or a PSA doubling time shorter than 12 months. The benefits of early ADT on clinical metastasis, however, were lost in the overall cohort and they did not further evaluate the impact of early ADT on OS or CSS. The benefits of early ADT, administered before disease progression, including BCR, have previously been addressed by Siddiqui, et al. 8 who showed improved 10-year systemic PFS and 10-year CSS, while they did not suggest an optimal PSA value at which to initiate ADT in a salvage treatment setting. Taguchi, et al. 20 suggested that early sADT before reaching a PSA level of 0.2 ng/mL might reduce BCR in pT2-4N0 PCa. However, their studies were limited due to a relatively small patient cohort and a lack of survival outcome analysis.
In the present study, we reported that early sADT could have benefits for DPFS and DMFS. In a similar concept, very early salvage radiotherapy improved DMFS. 21 These findings suggest that sADT might be particularly effective when tumor burden was minimal. 6 We did not exclude patients who received salvage radiotherapy. Salvage radiotherapy was associated with DPFS or DMFS in our analyses; however, proportions of patients with salvage radiotherapy were significantly different in groups A and B. This difference should be considered for comparison of survivals between the two groups. We will examine in the future further details through a more precisely designed study.
We recognize that our present study has several limitations. This study is retrospective and evaluated outcomes for a relatively small number of patients. Additional randomized, prospective multi-center studies are needed to confirm our data. Furthermore, because there were few mortalities and a small number of cases of indolent localized or regional PCa, it was difficult to draw a definitive association between early sADT and CSS. Finally, side effects associated with ADT and patient anxiety were not considered in the study. We recognize that these should be considered prior to the initiation of sADT after RP and should be included in future studies.
Our current study aimed to identify the optimal timing for sADT following RP. Our findings suggest that early sADT, administered prior to the current definition of BCR, is associated with improved disease progression and DMFS. In non-organ confined PCa, early sADT had better CSS than did delayed sADT. Furthermore, we demonstrated that early sADT has a positive impact on DPFS and DMFS. Although early sADT was not associated with CSS in this study, early sADT showed favorable CSS in non-organ confined PCa. Physicians may wish to consider early ADT as a salvage treatment after RP, especially in patients with non-organ confined PCa.
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